To the Editor:

Simulation is a crucial tool for anesthesiologists to prepare for airway management in a viral outbreak. This is especially true of a pandemic believed to be transmitted via droplets, and presenting with high viral load in the nasopharyngeal pathways \[[@bib1]\]. Aerosol-generating medical procedures have been shown to allow for nosocomial transmission of viruses \[[@bib2]\]. Therefore, it is critical to take steps to minimize risk to healthcare personnel during airway management by anesthesia team members.

The utilization of simulation in a large academic medical center (Rutgers- New Jersey Medical School; affiliated with University Hospital- Newark, NJ) following the initial outbreak of Covid-19 has enabled the practice of novel airway management techniques, the discovery of potential roadblocks to their implementation, and new methods to resolve these issues. The early days of COVID-19 are February 29, 2020 to April 4, 2020. This is the period when the exponential rise in number of deaths from COVID-19 began in the United States \[[@bib3]\].

At Rutgers-New Jersey Medical School, anesthesia simulation scenarios were designed and run by two faculty facilitators. Each scenario was designed to last 15--20 minutes (including time for debriefing) with 3--4 participants. Participants included residents, faculty and certified registered nurse anesthetists (CRNAs), and teams were combinations of the three. Following each scenario, the group of participants debriefed with a faculty facilitator, which included feedback from faculty and participant reflection on practice.

Initial simulation scenarios were designed for faculty, residents and CRNAs to practice airway management with both a plastic sheet and a plastic intubation box. Practitioners practiced video laryngoscopy on an airway dummy torso model, as well as ventilation via bag-valve-mask and oral/nasal airway use (Note-ventilation may worsen aerosol generation and consideration should be given to avoid its use). Placement of laryngeal mask airways was also practiced in this simulated emergency environment. These scenarios allowed personnel to determine how to position the bed during intubation with a protective shield, how to manipulate either the plastic sheet or intubation box, as well as which movements would be allowed underneath these protective devices during intubation.

These scenarios allowed our personnel to practice donning and doffing personal protective equipment (PPE), as well as the optimal assignment of roles during both emergency intubations and those required for general anesthesia. Roles could include a designated "spotter" for PPE application, a handler of soiled/contaminated airway equipment, as well as a backup airway expert. Anesthesia faculty, CRNA's and anesthesia residents practiced how to maneuver both in emergent airway situations and in the operating room. We focused on assignment of roles (captain, spotter, who stayed uncontaminated) outside the patient's room before anyone came in contact with the patient. Furthermore, we made minimizing the number of healthcare workers exposed to the COVID-19 an additional goal.

As participants navigated these scenarios, solutions were developed to confront some of the most pressing issues anesthesiologists may face in the care of Covid-19 patients. For example, extubation is a likely aerosol-generating event. Simulation participants developed techniques to either keep the plastic sheet over the patient during extubation (shown in studies to be potentially effective \[[@bib4]\]), extubate immediately to a mask placed over the endotracheal tube, or re-apply the plastic intubation box over the patient prior to extubation.

Simulation should continue to be routinely used to prepare anesthesia staff for scenarios that are not routinely encountered. It has already been shown to be an advantageous modality for anesthesia departments during the COVID-19 outbreak in the preparation for patients requiring advanced levels of care and isolation. In Singapore, simulation was successfully used to assess the feasibility of new operating room configurations and patient workflows \[[@bib5]\]. Simulation should be conducted to prepare staff for difficult situations, and to help staff work through problems which may arise either during simulation or in day-to-day patient care during this continued global pandemic.
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